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Good afternoon Chairman Weinberg and members of the Senate Public Health, Safety
and Welfare Committee. My name is Jim Smith. I am a lobbyist. Ilive in Helena, MT.

I am here today representing Mr. James Dorrian. Mr. Dorrian is a resident of California.
He owns property in western Montana. Mr. Dorrian’s son was a resident at an Qutdoor
Residential Program in Montana. As a result of that experience Mr. Dorrian became
convinced that Private Alternative Adolescent Residential or Outdoor Programs ought to
be licensed and regulated by the state of Montana. I agree with Mr. Dorrian.

I want to let you know that Kathy McGowan and I are working with him and with
Senator Schmidt on SB 288, and offer our services to you as you consider this bill. Ms.
McGowan and I are available to you for any assistance you may need.

Attached with my testimony are three handouts I thought the committee would be
interested in:

1. A recent (February, 2007) update from Anna C. Spencer at the National Conference of
State Legislatures.

2. “A Summary of Participant Perspectives on Residential Treatment for Youth Provided
in States Across the County and in Montana,” by Allison Pinto, Ph.D.

3. An article entitled “Protecting Youth Placed in Unlicensed, Unregulated Residential
“Treatment Facilities,” by Lenor Behar, Robert Friedman, Allison Pinto, Judith Katz-
Leavy and William G. Jones. This article will appear in the July 2007 issue of ‘The
Family Court Review.’

These three articles are the tip of the iceberg. There are any number of other publications
on the subject that I would be happy to share with any or all of you.

Please support Senate Bill 288. Thank You.




STATES CONSIDER NEW RULES FOR THERAPEUTIC BOARDING SCHOOLS
Volume 28, Issue 484 February 5, 2007
Anna C. Spencer

Following complaints by students and parents about physical and verbal abuse, unsanitary living conditions and medical and nutritional
neglect—including a handful of cases that resulted in student deaths—state and federal policymakers are taking a closer look at
therapeutic boarding schools. Utah strengthened an existing law (SB_107) by requiring licensure of all programs providing residential
care to youth, and the federal Government Accountability Office plans to launch a study of them in February 2007.

Since the 1990s, residential care facilities have flourished. These boarding schools, which promise desperate parents a last-ditch stop
to reform out-of-control youth, are highly structured programs that combine education, strict behavior management and psychiatric
help.

While many of the schools succeed in helping youth to turn their lives around, critics charge that others provide questionable
treatment. A significant proportion of private residential care facilities are unregulated and unlicensed by state entities, which puts
vulnerable youth at risk, according to a study to be published this summer in the American Journal of Orthopsychiatry.

Utah: The Model State

While states have the authority to license mental health facilities, the disparate nature of youth residential care centers means that
many fall under regulatory exemptions, said Gary Blau, chief of the Child, Adolescent and Family Branch at the Substance Abuse and
Mental Health Administration. The facilities may be excluded from state oversight if, for example, they don‘t take public money or if
they receive a certain percentage of their funds from a religious organization.

In 2005, the Utah Legislature amended a law already on the books to expand the scope of licensure requirements for youth treatment
facilities. Frequently cited as model legislation, the updated law (SB_107) requires programs that provide services to minors—including
temporary child placement, day treatment, outpatient treatment, residential support, residential treatment, intermediate secure
treatment and outdoor youth programs—to obtain a license from the state Office of Licensing.

The licensing office seeks to ensure that a “minimum standard of treatment” is followed by all programs within the state. Programs
must meet health and safety standards, and employees must be screened to work with youth. Youth treatment programs are licensed
annually with periodic visits from a licensing specialist to ensure compliance with the Core and Categorical Rules of Treatment that
govern programs and facilities throughout the state. ’

The law allows certain efforts to be excluded from licensing, including programs owned by the federal government and those operated
by the Department of Corrections. Also excluded are individual or group counseling sessions provided by a licensed mental health
professional, hospital or other health-care facilities, and boarding schools. The statute clearly distinguishes boarding schools from
therapeutic schools by defining the amount of therapeutic interventions provided, the purpose of the school and the reasons for
recruitment of students. :

Montana Considers Nev;l Rules

This session, Montana Sen. Trudi Schmidt sponsored a bill to encourage licensing of all private residential and outdoor programs (Sen.

Schmidt also introduced legislation in 2005, but the bill failed.) SB288 would require all residential treatment facilities to register with

the State Department of Labor and to obtain a license by Dec. 31, 2007. The bill also would mandate background checks for personnel
~ and set minimum health and safety standards.

Sen. Schmidt has already received a “considerable amount” of support for the bill, she said, particularly from industry members and
from members of the public who learned about the schools from media coverage. “There are quite a few treatment programs that want
to be licensed, and want to separate themselves from those that don’t [want a mandate for licensure],” she said.
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A Summary of Participant Perspectives on Residential Treatment for Youth
Provided in States across the Country and in Montana

Allison Pinto, Ph.D.
Louis de la Parte Florida Mental Health Institute
University of South Florida

Reports continue to emerge regarding the mistreatment and abuse of American youth in
unregulated “therapeutic” boarding schools and similar “specialty” residential treatment
programs. An online survey was developed and posted to gather information from young
adults who participated in these types of programs when they were adolescents. Reports from
230 former program participants who attended programs located in 21 states across the
country and 5 countries outside the United States reveal a pattern of communication and
privacy rights violations, misuse of seclusion and restraint, and inhumane treatment, as well as
significant distress and suffering relating to program participation. An analysis of the reports
submitted by 49 young adults who attended programs in Montana, specifically, also revealed
this pattern. It is hoped that these findings will be informative to decision-makers as the state
of Montana reviews its policies regarding the oversight of residential programs for youth and
considers legislation that would increase protections for chlldren and adolescents receiving
any and all types of residential care.

INTRODUCTION

Over the past two years, while | have served as the contact person for A START: Alliance for
the Safe, Therapeutic, and Appropriate use of Residential Treatment, | have spoken with many
parents and professionals who are shocked by the descriptions of institutional abuse that
continue to emerge relating to the care that American adolescents are receiving in unregulated
“therapeutic” boarding schools and similar “specialty” residential treatment programs across
the country. In disbelief, people often ask, “How do you know that these aren’t just a few
isolated incidents that have been blown way out of proportion?” or “How do you know that
these aren’t just the complaints of “troubled teens” who have already tried to manipulate their
families, and the residential programs, and now are trying to manipulate the public?”

At first, these were rather difficult questions for those of us trained as social scientists to
answer. While there were dozens of newspaper articles that included compelling accounts
from former program participants and their parents, there were no “hard data” to reference,
and no research studies to cite. However, as parents and former program participants
continued to contact A START and share their personal accounts and concerns, it became
increasingly clear that as mental health and other child-serving professionals we needed to
trust our intuition that the concerns expressed by youth and families warranted further
investigation, and to trust that as the broader public became aware of these problems, a
caring, protective response would ultimately follow. As social scientists, we realized that we
could assist in increasing public awareness by collecting more information on the issues of
concern through research and then sharing the research findings with the public.

In order to gather reports from individuals who participated in “specialty” boarding schools and
residential programs when they were adolescents, a survey was developed and posted online.
Within six months there have been over 500 responses to the survey. The detailed
descriptions that young adults have been willing to share through this survey have provided




data that reveal a highly disturbing phenomenon. While there are youth and families who are
satisfied with the care and services they have received in “specialty” boarding schools and
residential programs, a significant number of adolescents report being mistreated in programs
across the country, in states including Montana. It appears that there are not yet sufficient
protections in place throughout the country to keep all youth safe and ensure their well-being
when they are receiving residential care.

This report presents a summary of the survey findings to provide a preliminary description of
the individuals who received services in “specialty” residential programs and participated in the
survey, as well as a description of the services and care that were provided to these .
individuals when they were adolescents in residential facilities. Findings are presented first in
terms of a general group of individuals who attended programs in states across the country,
and then in terms of the group of individuals who attended programs in Montana, specifically.
Direct quotes from respondents who attended programs in Montana are included to provide a
more qualitative description of their experiences and perspectives. It is hoped that these
findings will be informative to decision-makers as the state of Montana reviews its policies
regarding the oversight of residential programs for youth and considers legislation that would

increase protections for children and adolescents receiving any and all types of residential
care.

SURVEY METHODOLOGY

An online survey was posted in July 2006 to gather information from young adults who as
adolescents had gained first-hand experience in residential treatment facilities in the United
States and abroad. In order to find people to participate in the survey, young adults who
attended programs as adolescents were e-mailed an invitation to participate. Links to the
survey were also posted on various websites. Those individuals who had previously
corresponded with A START to express concerns about unregulated residential facilities for
youth were contacted in this recruitment process. As such, this survey data does not reflect a
representative sample of youth with residential experience, but does describe the perspectives
of individuals whose concerns may reveal issues that have not yet been recognized or
sufficiently addressed by formal service systems.

Individuals were directed to a description of the study on surveymonkey.com, a website that
hosts a variety of Internet-based surveys. If they consented online to participate, they were
directed to the survey itself. Participants were informed that their responses would be
anonymous. The survey was programmed so that it would only accept one completed set of
responses from a given e-mail address. Participants who had attended more than one
residential treatment program were instructed to choose a single program they had attended,
and to focus their responses on their experiences in this particular program. At the end of the
survey, participants were provided with contact information for the National Disability Rights
Network as an available resource, and were provided with the principal investigator’s contact
information in case they wanted to follow up with questions or concerns.

The survey is comprised of 194 questions regarding direct experience in residential mental
health treatment programs. Questions are organized into sections focused on: 1) basic
demographics and program identifying information, 2) the process leading up to program entry,
3) program participation, 4) and participant satisfaction. Questions have been designed to
gather information regarding the various aspects of residential care that have been highlighted
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as problematic in public media accounts, but efforts were made to ensure that questions were
not framed in ways that would bias responses. The survey includes a combination of multiple
choice and free response questions.

SURVEY FINDINGS

The survey was posted online in July 2006. Three months later (in October 2006), an in-depth
analysis of the responses that had been submitted thus far revealed that 230 of the survey
respondents were individuals who reported that they had attended “specialty” residential
program (defined as a program that identified itself as a therapeutic boarding school, emotional
growth academy, or alternative residential treatment program, rather than a licensed
residential treatment center) and who reported no or unknown access to an advocate while
attending the program. This group of participants represents a group of especially vulnerable
youth, as they were attending the types of programs that are more likely to have no state
oversight, and the youth were not formally advised about seeking help if they perceived
themselves to be in danger while attending the program. For these reasons, the multi-state
analyses focused on this group of 230 individuals.

A subsequent state-specific analysis of the data was conducted at the end of 2006 to identify
patterns in the responses of individuals who indicated that they had previously attended
residential facilities in Montana. By that time, there were 446 young adults who had responded
to the survey between July 17 and December 26, 2006 and provided information about their
direct experience in any type of residential treatment program in the United States, and 49
were young adults who had previously attended a program in Montana. The Montana-specific
analyses focused on this group of 49 individuals.

Basic Demographics of Youth Participants and their Families

Multi-State Analyses

The multi-state analyses revealed that the majority of the 230 respondents who reported their
racial / ethnic identity were white (87% Caucasian, 6% bi-racial/bi-cultural, 3% Latino/Hispanic,
less than 1% Asian or other cultural identities) and female (68.6%). Half reported that their
family income was $100,000 or greater. Half reported that they had received a psychiatric
diagnosis prior to admission to the program (50.4%). Almost a third reported that they had
also been prescribed psychotropic medications prior to attending the program (31.3%).
Slightly over half (57.6%) reported that they had tried services and supports in their home
community before attending the residential “specialty” program. At the time when they were
sent away, youth were most commonly living in the states of California (26.9%), Florida (7.3%),
New York (6.9%), Texas (5.2%), Michigan (4.3%) or Washington (4.3%).

Montana-Specific Analyses

The Montana-specific analyses revealed that of the 49 young adults who attended programs in
Montana, 33 were female and 16 were male. They ranged from 18 to 30 years of age at the
time of their participation in the survey, and all had attended programs during their
adolescence. The majority identified themselves as White or Caucasian (82%), while several
identified themselves as Hispanic (4%), Hispanic / White (4%), Asian (4%), Native American
(2%) or of mixed ethnicity (2%). The majority (75%) reported that their family income was
$70,000 or higher.




Of the 37 respondents who answered questions regarding issues that factored into their
parents’ decision to send them to a program in Montana, many identified issues relating to
drug use (70%), family conflict (68%) and academics (65%). Sexual activity (51%) and legal
issues (27%) were identified as fairly common parental concerns as well. Some youth
reported that although they were acting out, their behavior seemed relatively age-appropriate;
as one respondent commented, “| was kind of a wild kid, however | wouldn't say anymore so
than any teenager.”

Seventeen respondents reported that they had been diagnosed with psychiatric disorders prior
to entering the residential program; diagnoses included Depression (53%), Bipolar Disorder
(35%), Anxiety Disorder (24%), ADHD (24%), Anorexia (6%), Schizophrenia (6%), Multiple
Personality Disorder (6%) and Oppositional Defiant Disorder (6%).

Twenty-one respondents reported that they had tried services in their home communities prior
to attending the residential program in Montana; these community-based efforts most often
included counseling, psychotherapy, and/or psychiatric medications. They reported that the
most common way their families found out about residential programs in Montana was through
the internet (32%); the next most common sources of information were educational consultants
(22%) and recommendations provided by other families (19%).

Youth came to programs in Montana from 19 states. The most common states of residence
prior to attending a program in Montana were California (31%), lllinois (10%) and Washington
(8%). Other states included Arizona, Colorado, Florida, Georgia, Idaho, Maryland, Minnesota,
Montana, Nebraska, New Hampshire, New Jersey, Oregon, Tennessee, Texas, Virginia and
Wisconsin. Note that only two of the survey respondents attending a residential facility in
Montana reported that they had lived in that state before they were admitted to the program.

Program Specifics

Multi-State Analyses

The multi-state analyses conducted in October 2006 revealed that respondents identified 58
programs in 21 states. Survey participants most frequently reported that they had attended a
program in Utah (15.7%), Montana (13%), New York (10.8%), California (7%), or Georgia
(6.7%). There were also a number of individuals who reported that they attended a program
outside the U.S. in Jamaica (12.2%), Mexico (7%), and 4% reported the attending programs in
the Dominican Republic, Western Samoa, or Costa Rica. Lengths of stay in both the US-
based and foreign-based programs were extended; slightly over two-thirds (69. 1%) reported
that they attended the program for a year or longer.

Montana-Specific Analyses

The Montana-specific analyses revealed that 34 respondents attended Spring Creek Lodge
Academy, 10 attended Mission Mountain School, one attended Summit Preparatory School,
and four preferred not to share the name of the program they attended.




Concerns that Emerged in the Reports from Young Adults
Use of Escort / Transport Services

Multi-State Analyses

The multi-state analyses revealed that almost half the respondents reported that they were
transported to the program by an “escort” service (48%). When parents pay for an escort
service, this means that they hire one or more adults to travel with their child to the residential
programs where he or she will be admitted.

Montané—SQeciﬁc Analyses
In the Montana-specific analyses, 19 survey participants (39%) reported that their families

hired escort companies to transport them to the program in Montana; of these, 79% reported
that this was a very negative experience and they felt very upset about it. While one comment
expressed acceptance of the process (“] needed some kind of intervention, for SURE. | would
have ended up in a lot more trouble if | hadn't gotten away from the situation | was in”), all
other comments reflected distress. Comments included:
o ‘“lfelt horrible being a 16 year old being lead through the airport in hand cuffs.”
o “l will forever have anxiety about locked doors and privacy, due to the fact that escorts
~ ripped me out of bed at 3 a.m. | feel that experience was truly traumatizing. | didn't
understand what was going on and really believed | was in a dream. | was pinching
myself on the plane to Montana to see if | would wake up.”
o “When strangers come into your home in the middle of the night to take you away from
your family no matter what the situation it is an awful, awful experience.”

Communication and Privacy Rights Violations

Multi-State Analyses

The multi-state analyses revealed that many participants reported experiencing communication
and privacy rights violations: The majority reported that their mail was monitored (93%) and
their calls were monitored (96%). Furthermore, the majority also reported that their letters or
conversations were filtered, restricted or interrupted (86%). As was reported earlier, none of

these individuals reported that they were provided with access to the contact information of
advocates.

Montana-Specific Analyses

Of the 36 individuals who described their experience upon arrival at the residential program in
Montana, 86% reported that the program staff did not fully describe their rights to them. One
respondent commented, “This is the first time I'm hearing about me having rights;” another
said, “It was pretty terrifying. | was very compliant so | just went along with everything and
questioned nothing. | never thought about what my ‘rights’ were or would be, | wish | had.”
Several respondents explained that they were required to shower and then jump naked in front
of program staff in order to demonstrate that they were not hiding items in body cavities.

Of the 35 individuals who answered questions regarding communication policies and practices,
94% reported that there were restrictions in terms of whom they could telephone or write
letters to outside the program, 97% had their calls monitored, and 86% had their letters or
conversations filtered or interrupted. Furthermore, 97% reported that the program never




provided them with the name and phone number of an advocacy group that they could contact.
Comments included:

o “l got a phone call only after | reached level 3 (6 months). This was a 10 minute call
during which | was forced to sit next to my ‘family rep.’ The rep listened to my end of the
conversation and was close enough to most likely hear what my parents were saying as
well. | was warned ahead of time not to complain- about anything, including being
hungry or cold- that the conversation would abruptly end. My letters home were
checked by my ‘family mother’ who sealed and initialed them; they could then not be
reopened.”

o ‘I think it's dumb that some kids if they choose to sit there only can write their parents
and never hear their voice. | mean there were some kids in there that it had almost been
a year since they had heard a word come out of there parents’ mouth.”

o “When we finally got to talk to our parents our phone calls were monitored, and if we
said something the program didn’t like, they would take the phone and end our
conversations!”

o “We were supposed to be mending our relationships with our parents. Not shutting them

- off almost entirely.”

Misuse of Seclusion and Restraint

Multi-State Analyses

The multi-state analyses revealed that many respondents reported firsthand experience of the
residential program using seclusion (57%) or physical restraint (34%) as a form of intervention.
A number of participants witnessed their peers being placed in seclusion (45%) or restrained
(60%). The most commonly reported trigger for seclusion or restraint was aggressive
behavior, especially aggression toward staff (87%); however, a number of behaviors that
would never warrant seclusion or restraint in a licensed or accredited residential treatment
center were also endorsed as triggers. Respondents reported that triggers for seclusion or
restraint in the programs they attended included breaking a program rule (67%), saying
something disrespectful (52%), cursing (48%) or making a face (30%).

Montana-Specific Analyses

In the Montana-specific analyses, of the 35 individuals who responded to questions regarding
seclusion and restraint, 85% reported that the program they attended used restraints and 94%
reported the program used isolation or seclusion. Furthermore, most respondents indicated
that seclusion or restraint would be used not only when a youth was a danger to self or others,
but also when a youth was breaking a program rule. Comments included:

o “Within my first few minutes at the program | was restrained and taken to a little room
and left there for hours. | didn't know what the hell was happening to me. They wouldn't
let me see my parents.”

o “Physically held down for hours on end put into isolation for 3-8 days at a time”

o “Carrying 40lbs rocks on my back”

o ‘I often saw kids violently being restrained. They often would be tackled to the floor for
very minor infractions.”

o “There are two forms of isolation- worksheets and ‘the hobbit'/special
needs/intervention. The former is isolation while in a small group of 8; the latter is
solitary confinement. Both can last hours, days, weeks...”




o “Asmall room called the ‘hobbit’ or another one called ‘worksheets.’ No windows and a
small confined white room to sit in. No talking was allowed or sleep for up to 48 hrs
depending on your ‘crime.”

o ‘I spent many days in a building called worksheets where | was isolated for the entire
day and required to listen to motivational tapes and take notes on them.”

o “They would put people ‘off talk’ where they wouldn't be able to talk at all to anyone.
One girl was ‘off talk’ for 3 months.”

o “Girls would be put ‘off talk’ and couldn't talk to anyone. Girls would be given tasks to do
completely alone and couldn't participate in group activities.”

o “When a student would run away they would send the higher level boys out to look for
them, whoever found the runaway got a STEAK DINNER, and those boys were allowed

- to tackle the runaways, if they wanted.”
o “l'was on 'no talk' for a month. My letters and calls were cut off for months at a time. |
- was left secluded more than once in a cabin in the woods.”

o ‘I you were ‘jJumpy' you were restrained! | had 2 heavy staff sit on me when | was in

- there.”

o “Whatis there to descrlbe it happened it was completely horrible it hurt like hell and |
never want to experience it again.”

Reports of Inhumane Treétment

Multi-State Analyses

The multi-state analyses revealed that beyond seclusion and restralnt there were multiple
reports of various forms of inhumane treatment and abuse in the name of intervention. Many
participants reported that they had had been required to participate in forced labor (71%),
restricted access to the bathroom (68%), scare tactics (63%), and exposure to harsh elements
like extreme heat, snow or rain (60%). In addition, participants described experiences of
excessive exercise (58%), food/nutritional deprivation (43%), sleep deprivation (41%), and
‘physical punishment (31%). When asked whether they were ever emotionally, physically or
sexually abused by staff, a number of individuals reported that this was often or sometimes
true (45%).

Montana-Specific Analyses
In the Montana-specific analyses, a total of 34 individuals responded to questions regarding
the following program practices, reporting that these practices, which violate internationally
agreed upon standards regarding the treatment of prisoners of war, are being used in
residential programs in Montana: exposure to the elements such as extreme heat, cold, rain or
snow (79%), restrictions on using the bathroom (79%), scare tactics (68%), excessive exercise
(65%), forced labor (59%), sleep deprivation (47%), and nutritional deprivation (35%).
Comments included:
o “During seminars we would be forced to wait outside in the snow in the early morning
for several hours and would have to use a very cold port-a-potty that was not cleaned.”
o “In one instance, we were walking through a foot of snow. Once during a summer
month, [name removed] dragged us out and hosed us all down in our pajamas.”
o ‘“Lower levels were only allowed to wear a certain amount of layers in the
- wintertime...and wintertime in Montana is just vicious and it really was not right to not let
us be warm.”
o “We went outside no matter what the weather was like even if we did not have the
appropriate shoes or clothing.”




o “My ‘teacher,” although very sweet, was not qualified to be a teacher, had no teaching
certificate, and for all | know, never went to college.”

o “If you failed a test you could take it again and again until you got a B or higher so
everyone was guaranteed a good grade point average.”

o “School was only three hours a day, if at all that day, sometimes not for weeks. My
therapy was completely taken away.”

o “There is absolutely no confidentiality with the individual therapists- what you tell them
makes its way to other staff sooner or later. Group ‘therapy’ consists of bashing the hell
out of everybody else just to get kudos from the family rep.”

o “Therapy, if you could call it that, was a joke. | only had girls from the ages of 11 to 17
tell me what was wrong with me. No trained professional.”

Distress and Suffering

Multi-State Analyses

The multi-state analyses revealed that survey participants reported significant distress and
suffering in relation to their experiences in residential treatment programs. When participants
were asked to rate how much they experienced a variety of feelings while attending the
program (where responses included “not at all,” “a little bit,” “some,” “a lot,” “don’t know”), the
majority endorsed “a lot” of feeling sad, stressed, angry, confused, hopeless and scared; most
participants reported feeling happy, loved, hopeful and proud only “a little bit” or “not at all.” In
response to the question, “Would you recommend the program to others?” participants’
responses included, “I still have bad dreams about it. | wake up shaking-and nervous that | am
there again. It has scarred me emotionally and | don't know if | will ever get over it.” “I would
hope NO ONE would ever have to go to a place like that. It's worse than jail.” “I don't ever
want another child to be so abjectly hopeless or so horribly abused. | don't ever want another
family to be torn up when there is the possibility of being reunited and healed.” “There are
better ways to deal with a troubled teen than send them to a school that abuses kids.”

Montana-Specific Analyses
The Montana-specific analyses revealed that of the 35 respondents who rated their level of
satisfaction/dissatisfaction with various aspects of the program they attended, there were high
levels of dissatisfaction across a variety of domains: Program participants were dissatisfied or
concerned about the treatment they had received in terms of respect for privacy (97%)
discipline policies and procedures (92%), contact between participants and their family
members (92%), respect for individual rights (89%), mail policies (85%), general medical care
(83%), behavior modification practices (83%), and the process for filing grievances (83%).
Comments included,

o “Medical care was awful.”

o ‘I suffered a head injury and never received medical attention for it.”

o “l was pulled after | had been complaining about a bladder infection for over a month
without any treatment.”
“When the director was unhappy with us he would deny us food.”
“Excessive force was used on a daily basis.”
“The physical activity was endless. It was meant to break us.”
“In short, we were tried and convicted for actions that we may or may not have
committed. We were living in a place where, if we were accused of something by a staff
member, there was no arguing or questioning for fear of further punishment.”
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Of the 28 individuals who responded to the questions regarding final reflections, 93% said they
would not attend the program again. Their reasons included:
o ‘It was the most stressful 2 years of my life. | wouldn't put myself through that again. |
have enough nightmares about it to know this.”
“I would rather commit suicide than go back.”
“l never want to go to Montana again.”
“Oh god that would be hell.”
“No one would deserve that”

O 0 0O

When asked, “What were the best things about the program?” the majority of the respondents

identified the friends they made in the program. When asked, “What were the worst things

about the program?” respondents reported: '
o Not being able to talk to parents

Humiliation in public and physical painful restraint

The staff

Poor education

The therapy / “brain washing seminars”

Lack of medical care

Lack of after-care

Lack of contact with friends after leaving the program

0O 000 O0O0 OO0

Of these respondents, 82% said they would not recommend the program to others. Their
reasons included:

o “l have seen horrors that | would not wish on my worst enemies.”

o “They were not qualified to deal with girls with the types of problems that they had.

o “For people with mentally and psychologically impaired children, THIS PROGRAM IS
NOT DESIGNED OR SAFE ENOUGH FOR THOSE CHILDREN.”

o “l think that some people go into the program and end up coming out learning more bad
stuff than good, like how to roll a blunt or how to get drugs or how to join gangs, etc.,
etc. | think the program is somewhat traumatizing, and can cause many more problems
than helping.”

o “It was horrible. The emotional scars are never able to be reversed.”

CONCLUSIONS

Recognizing that the reports provided are retrospective and are not necessarily from a
representative sample of all individuals who attended residential “specialty” programs as youth,
these survey findings nonetheless provide compelling information indicating that there are far
more than a few isolated cases of youth who are being mistreated and are suffering in
programs across the country. With regard to Montana, specifically, reports were received
about only a few programs. However, these reports describe treatment that appears to be
significantly below commonly accepted standards of care in the fields of education, mental
health, child welfare, and human rights. The findings suggest that increased protections are
needed so that youth will not continue to experience the deplorable conditions and treatment
described by many survey respondents, but instead will be ensured quality care in all
residential programs located in the state of Montana.
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This manuscript has been accepted for publication in the July 2007 issue of The
Family Court Review, a journal of the Association of Family and Conciliation
Courts. The journal is published by Blackwell Publishing. Please use this
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version, subject to editorial changes.
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Abstract

Throughout the country, there is considerable inconsistency in how states regulate residential treatment
programs for youth. In states with little oversight, the health and safety of youth are unprotected and
they may be subject to substandard treatment, rights violations, and/or abuse. Three initiatives to
address this issue are reported: 1) an Internet survey of youth who are former residents; 2) a four-state
pilot study of how states regulate and monitor residential programs; and 3) a bridge-building
conference between residential treatment providers and mental health leaders. Recommendations
address next steps for lawmakers, lawyers, judges, mental health and education professionals and
parents.
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Protecting Youth Placed in Unlicensed, Unregulated
Residential “Treatment” Facilities
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Judith Katz-Leavy, M.Ed., and William G. Jones, J.D.

INTRODUCTION
1 did not know I was going when two strangers came to my room at home at 3 in the morning,
handcuffed me and dragged me down the stairs into a car. While I was at “name deleted,” the
program used forced labor, excessive exercise, sleep deprivation, nutritional deprivation,
DPhysical aggression from staff, and threats. We had work sanctions like carrying rocks, digging
holes, in both extreme heat and in cold and snow/rain. Staff punched kids when restraining
them; restraints were done using duct tape and blankets. Now it is hard to have lasting
relationships, and I don't trust many people. I learned to “play their game”...make up things
and admit anything to get them off your back.

Quote from a 20-year old about “treatment” “that occurred
three years before

I found this program on the Internet and it looked like it was perfect for our son, who argued

all the time, skipped school and was disrespectful to me and my wife. We were afraid he would
smoke pot and become a juvenile delinquent. They helped us to get a mortgage on our house to
pay for the care. They told us to lie to him about where we were taking him, so we did. They
told us he would lie to us about what was going on at the school to manipulate us; they told us

to ignore his letters. We were not allowed to talk to him on the phone. We never knew what his
treatment plan was, but didn’t realize that we had the right to know.

When he ran away and was picked up by a shelter program, we were ready to send him back

but the woman at the shelter told us she knew from other kids that the stories were true. We

Jound out later that they used outhouses that they dug themselves. They were punished by

being forced to eat with the hogs, down on their knees, like animals. There were many

punishments that involved isolation or whippings by staff. They had forced marches and had to

carry rocks in their backpacks. Medical problems, like infections, were untreated. We talked

to other parents who had kids there and got the same stories. We were horrified about what we

did to our son. It has taken years of family therapy to get past this.

Quote from parent

A parent’s decision to place a child in a residential treatment center is a serious one, usually
fraught with anxiety and based on serious concerns about the child’s difficulties, emotional stability,
and/or behavioral problems. The decision is frequently guided by the recommendations of a mental
health professional, school counselor, or juvenile probation officer, or judge. In many cases, the
decision comes after other, non-residential treatments have failed. The choice of a residential
treatment program is a complicated one, and in the best of circumstances, the decision is made by
matching the child’s needs to the program’s strengths, and based on the assumption that the program
provides quality treatment, education, medical care, and honors the rights of children and parents.

As seen in the opening quotes, substantial problems can arise when placements are made without
verifying that these important elements of residential care are in place. A very basic source of
verification of program quality is that the program is licensed by the state in which it is located; a
higher source of verification is accreditation by a national organization. Neither is foolproof and
questionable programs may exist with one or both of these “seals of approval.” Alternatively, good
programs may exist with neither of these approvals. Thus, the issue of program quality is complex, but
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extremely important to the well-being and safety of children entering these programs and precedes any
consideration of treatment effectiveness. This paper addresses the most basic measure of quality—
how states handle the issue of licensure; how they review or monitor the programs they license; and
how they address problems that arise when the requirements for good child care, good treatment and
good education are deficient.

Uncovering a Problem

One of the strongest reports in the media regarding exploitation, mistreatment, and abuse of
minors in unregulated, private residential treatment facilities appeared in July 1999 by Lou Kilzer in
the Denver Rocky Mountain News. Over the past three years, there have been additional important
and shocking media reports. Most notable are a series of articles by Tim Weiner, the New York Times
(May through September 2003); Bonnie Miller Rubin, The Last Resort: Therapeutic Education
Industry Booms as Parents Seek Programs for Troubled Children, Chicago Tribune (January 14,
2004); and Maia Szalavitz, The Trouble with Tough Love, Washington Post (January 29, 2006).
Szalavitz has further captured the unsavory tactics of some programs in her recent book; Help at Any
Cost (Szalavitz, 2006). Youth who attended such programs, parents, and former staff have also made
powerful public statements about abusive experiences with some of these facilities. These issues have
been discussed in publications of the American Psychological Association: Public Interest Directorate
(Pinto, Friedman & Epstein, 2005) and the American Association of Orthopsychiatry (Friedman, Pinto,
Behar, Bush, Chirolla, Epstein, Green, Hawkins, Huff, Huffine, Mohr, Seltzer, Vaughn, Whitehead &
Young, 2006) and in presentations at meetings of the American Bar Association (Davidson, 2006),
American Psychological Association (Pinto, Epstein, Whitehead & Lewis, 2006), and Research and
Training Center for Children’s Mental Health (Friedman, Pinto, Behar, Bush, Epstein, Green, Lewis,
Whitehead & Young, 2006).

Collectively, these reports describe:

* basic human rights violations including 1) youth deaths; 2) inhumane, degrading discipline; 3)
inappropriate, often dangerous, use of seclusion and restraint; 4) medical and nutritional
neglect; 5) severe restrictions of communication with parents, lawyers and advocates;
substandard psychotherapeutic interventions and education by unqualified staff;

failure to assess individual needs of residents;

denial of full access by parents to their children in residence;

financial opportunism and misrepresentations to parents by program operators; and

financial incentives to “educational consultants” who serve as case finders and recruiters of
families.

Investigations have been conducted of abuse and neglect at several private unregulated
residential programs and lawsuits have been filed as a result; some lawsuits have led to criminal
convictions of the programs’ officials or expensive civil case settlements ((Hechinger & Chaker, 2005;
Dukes, 2005; Rock, 2005).

Some of the unregulated programs mislead parents to believe that “creative programming” that
rises above regulation and above sound medical and psychological practices is necessary for their
“difficult” children. Attractive advertisements, particularly on the Internet, are aimed at parents who
are struggling to find help for their “troubled” children. Some parents make these placements at their
own expense, without first seeking professional evaluations of the youth’s problems; and the programs
do not require professional assessment prior to placement. Some programs offer to connect the family
with an “escort service” to transport a child whom parents anticipate would not otherwise choose to go
to the program, which essentially means that two or more strong adults physically control the youth
and force him or her to go along, either by car or by plane, to the treatment facility. In some cases, the
parents have not seen the programs, which may be hundreds if not thousands of miles away from
home, and they have no independent data, other than promotional material, to attest to the effectiveness
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of the programs. Many programs severely limit parental contact, by phone and visits, sometimes for as
long as a year (cite). This year, the American Bar Association Center on Children and the Law, using
data reported by Rubin and Szalavitz, reported an annual estimate of ten to fifteen thousand American
youth being placed by their parents in these privately run, unregulated residential facilities, which may
also include boot camps or wilderness programs (Davidson, 2006).

Regulation of Residential Programs

Policies regarding regulation of both public and private residential facilities are the
responsibility of each state. These policies may be implemented by state legislation, regulation or
other administrative action. Although many states do oversee residential programs, in some states
private residential treatment facilities for minors are not subject to regulation or monitoring either as
mental health facilities or educational facilities. Yet states regulate other private facilities, such as
nursing homes, day care centers, hospitals, and restaurants. Depending on the state, failure to provide
state oversight of residential programs for minors may occur because these programs 1) do not accept
public funds; 2) are affiliated with religious organizations; or 3) describe themselves (inappropriately)
as outdoor programs, boarding schools or other types of non-treatment programs. In some cases,
strong lobbying efforts by interested parties have contributed to creating and maintaining these
exclusions. An additional problem in some states is that, although regulations exist, there is ineffective
monitoring of programs for compliance; this may be an issue of insufficient resources being assigned
to monitoring, which ultimately is an issue of insufficient priority.

If a residential program advertises that it addresses behavior problems and calls itself a
“therapeutic boarding school,” “emotional growth academy,” “behavior modification facility,”
“wilderness program,” “boot camp” or other similar terms, then it most likely should be considered a
treatment program because it targets the social, emotional and/or behavioral functioning of the
children. Certainly some unregulated residential programs are reputable and likely could meet
licensure requirements. However, other programs do not adequately provide for the safety and well-
being of their residents and cannot meet such requirements, and it is these programs that are most
concerning.

~ Another aspect of the problem is which state agency is responsible for the licensing and
monitoring of residential programs for youth. In most states these oversight responsibilities are placed
in a health and/or human services or education agency, where there is considerable understanding of
protection, treatment and education issues and of the developmental issues of youth. However, .in
some states, the oversight responsibility rests with law enforcement, where tendencies to accept a more
punitive view of “corrective programs” may prevail.

Beginning to Address the Problem

The Alliance for the Safe, Therapeutic and Appropriate Use of Residential Treatment (A
START) was initiated by the Louis de la Parte Florida Mental Health Institute at the University of
South Florida to call attention to this problem, and seek solutions that will protect children in these
programs. A START now includes advisors who are leaders in psychology, psychiatry, nursing,
mental health law, policy and family advocacy, as well as people with direct experience as director,
evaluator, parent or participant in such programs. A START worked with the office of Representative
George Miller, now Chair of the House Committee on Education and the Workforce to host a press
conference regarding these programs at the U.S. Capitol Building on October 22, 2005. Major national
organizations which endorsed A START’s concerns include the American Psychological Association,
American Association of Community Psychiatrists, American Orthopsychiatric Association, Child
Welfare League of America, Federation of Families for Children’s Mental Health, National Alliance
for the Mentally 111, and National Mental Health Association. The National Conference of State
Legislatures (NCSL) shares the belief that state policy is central to addressing this problem and has




distributed information, prepared by A START, to the chairs of relevant state legislative committees to
inform them of the issues (Herman, 2005).

In the past year, A START has highlighted the problems of private, unregulated residential
treatment facilities through presentations at major conferences of professional and parent organizations
(Friedman et al., 2006; Pinto et al., 2006) and published papers in key professional journals (Pinto et
al., 2005; Friedman et al, 2006). To clarify, the focus has been on facilities that are not licensed and
not operated by public or governmental systems but operate private, residential facilities for “troubled”
or “difficult” children or youth under the age of eighteen. The focus therefore has not included public
or private boarding schools that provide only education; nor has A START addressed concerns related
to publicly run psychiatric facilities or private facilities that are licensed and regulated.

The American Bar Association, recognizing the failure of regulation in some states to cover all
residential programs in the state, has drafted a resolution concerning the use of unregulated residential
treatment facilities. The resolution “urges state, territorial, and tribal legislatures to pass laws that
require the licensing, regulation, and monitoring of residential treatment facilities that are not funded by
public or government systems, but are otherwise privately-operated overnight facilities for troubled
and at-risk youth under the age of eighteen (Davidson, 2006).”

Bringing the problem into focus has been the first step. Efforts currently underway are
described below. These include 1) an Internet-based survey of youth who have attended residential
treatment programs and a similar survey for parents; 2) a pilot study of four states to gain
understanding of the licensure issues and serve as a basis for a national, state-by-state study; and 3) a
bridge-building task force of leaders in the child mental health field and directors of residential
treatment centers to develop agreement about important elements in residential treatment programs.

YOUTH PERSPECTIVES ON RESIDENTIAL PROGRAMS FOR “TROUBLED TEENS”

In response to reports of institutionalized abuse, one question that parents, professionals, and
residential program operators often ask is, “How do you know that these aren’t just a few isolated
incidents that have been blown way out of proportion?” Sometimes the question asked is, “Yes, but
how do you know that these aren’t just the complaints of disturbed youth who have already tried to
manipulate their families, and the residential programs, and now are trying to manipulate the public?”

As a means of getting better information, an online survey has been developed and posted to
gather firsthand reports from young adults who attended residential “specialty” programs when they
were adolescents. The survey is still active, so reports continue to be received. It has provided an
opportunity for hundreds of former program participants to share their experiences and express their
concerns. It is important that we listen to what they have to say. What follows is only a brief
description of the preliminary findings

Survey Methodology

Participants were recruited to participate in the survey through e-mail correspondence; links to
the survey were posted on various websites. E-mail and website addresses were identified based upon
previous contacts to gain understanding about services provided to youth in unregulated residential
facilities for youth (Pinto et al, 2006). Prospective participants were directed to a description of the
study on surveymonkey.com, and if they then consented online to participate, they were directed to the
survey itself. Participants were informed that their responses would be anonymous and they would not
be linked to their e-mail addresses. The survey was programmed such that it would only accept one
completed survey from a given e-mail address. It is recognized that this may not be a representative
sample of former program participants; however, it was not possible to identify such a representative
sample in this type of survey. This sampling procedure did permit A START to gather information
directly from many former program participants. Participants who had attended more than one




alternative residential program were instructed to choose one program they had attended, and to focus
their responses on their experiences in this particular program. At the end of the survey, participants
were provided with contact information for the National Disability Rights Network as an available
resource, and were provided with the principal investigator’s contact information in case they wanted
to follow up with questions or concerns.

The survey is comprised of 194 questions regarding direct experience in residential mental
health treatment programs. Questions are organized into sections focused on: 1) basic demographics
and program identifying information, 2) the process leading up to program entry, 3) program
participation, 4) and program effects. Questions were designed to gather information regarding the
various aspects of residential care that have been highlighted as problematic in public media accounts,
but efforts were made to ensure that questions were not framed in ways that would bias responses. The
survey included a combination of forced choice and free response questions.

Survey Findings

The survey was posted online in July 2006. The findings reported are for the following three
month period and include responses of 500 individuals. For the purposes of the current analyses,
individuals were included if they provided the name of the program they attended (N = 376), and the
program named was an unregulated therapeutic boarding school, emotional growth academy, or
residential treatment program (N = 298), rather than a licensed residential treatment center or a
program of unidentifiable type. Of these individuals, only 5 reported that they had received the phone
number of an advocacy organization to contact if they had any questions or concerns while
participating in the program and 63 individuals provided no response to the question about access to an
advocate. Responses from these individuals were removed as well, so that the sample for the current
analyses included 230 individuals who attended a residential “specialty” program and who reported no
or unknown access to an advocate while attending the program. This group of participants represents a
group of especially vulnerable youth, as they were attending the types of programs that are likely to
have no state oversight, and the youth were not formally advised about seeking help if they perceived
themselves to be in danger while attending the program.

Who Are these Youth?

The majority of the 230 respondents are white (87%, Caucasian, 6%, bi-racial/bi-cultural, 3%,
Latino/Hispanic, 3% Asian or other cultural identities) and the majority are female (68.6%). Half
reported that their family income was $100,000 or greater. Half reported that they had received a
psychiatric diagnosis prior to admission to the program (50.4%). Almost a third reported that they had
also been prescribed psychotropic medications prior to attending the program (31.3%). Slightly over
half (57.6%) reported that they had tried services and supports in their home community before
attending the residential “specialty” program. At the time when they were sent away, youth were most
commonly living in the states of California (26.9%), Florida (7.3%), New York (6.9%), Texas (5.2%),
Michigan (4.3%) or Washington (4.3%). Almost half reported that they were transported to the
program by an “escort” service (47.6%) that involved strong adults who forced the youth to leave
home and then, using force or the threat of force, accompanied the youth to the residential program.

What about the Programs?

Respondents identified 58 programs in 21 states. Survey participants most frequently reported
that they had attended a program in Utah (15.7%), Montana (13%), New York (10.8%), California
(7%), or Georgia (5.7%). There were also a number of individuals who reported that they attended a
program outside the U.S. in Jamaica (12.2%), Mexico (7%), and 4% reported the attending programs
in the Dominican Republic, Western Samoa, or Costa Rica. Lengths of stay in both the US-based and
foreign-based programs were extended; slightly over two-thirds (69.1%) reported that they attended
the program for a year or longer.




Concerns that Emerged in the Reports from Young Adults
Violations of Patient’s Rights

Many participants reported that they experienced patient rights violations. In addition to
having no access to advocacy contact information, the majority reported that their mail was monitored
(93%) and their calls were monitored (96%). Furthermore, the majority also reported that their letters
or conversations were filtered, restricted or interrupted (86%). As one participant explained, “They
isolated you from your family back home. You had no way to freely contact anyone. They also
enacted arbitrary bans to isolate you from friends/peers.” Another reported, “I never spoke to my
mom, or even touched a phone once during the 6 month stay in [program name deleted] On Christmas
you got to speak with your parents for 5 minutes and I did not get to talk to my mother because she
was never informed of the call.” And another: “As for the e-mails and letters, they read them as they
came in, and before you sent them out. I wrote 7 letters to my mom before they would send one. It
ended up being one big lie, because I could not tell her I was upset or that I hated it there. At the time,
that was all I was feeling.”

Misuse of Seclusion and Restraint

Many reported firsthand experience in seclusion (57%) or restraints (34%), and a number of
participants witnessed their peers being placed in seclusion (45%) or restrained (60%). While the most
commonly reported trigger for seclusion or restraint was aggressive behavior, especially aggression
toward staff (87%), a number of behaviors that would never warrant seclusion or restraint in a licensed
or accredited residential treatment center were endorsed as well, including breaking a program rule
(67%), saying something disrespectful (52%), cursing (48%) or making a face (30%).

Many responses were similar to these: “They had a room with tile flooring where the kids went
at 6:00 am until 10:00 pm, where each hour you would rotate positions. One hour would be lying on
you stomach with your chin on the ground, the next position was standing on your knees for an hour
and the next one was standing for an hour with your nose to the wall.” “When participants were being
'restrained’, they were in fact being tortured. They would be forced face down on the hard tile floor by
3-6 staff members. One staff would 'hold' your legs down, which usually meant they spent their time
grinding your ankles into the floor. One or two other staff held your arms out at your sides, 'held' in
the same way the ankles were. The last staff would keep his knee in your back as he pulled up one or
both arms behind your back to the point where you could literally touch your ear with the opposite
hand from behind your back.” “They would duct tape your hands behind your back then your legs
together then wrap you up in a blanket like a burrito and duct tape that tighter so you couldn’t move or
get out sometimes it would be so tight kids would be screaming that they couldn't breath and really
start panicking. They made the students do this to other students.” “Isolation is were where you didn’t
see the sun or other people for weeks at a time, were given even more unrealistic exercise expectations,
were more easily restrained, given less time to shower, and you were forced to lay on your face all day
unless exercising, for 16 hours each day.” Note that none of these “treatments or punishments” are
acceptable at any level in regulated programs.

Reports of Inhumane Treatment

Beyond seclusion and restraint, there were multiple reports of various forms of inhumane
treatment and abuse. Many participants reported that they had had been required to participate in
forced labor (71%), restricted access to the bathroom (68%), scare tactics (63%), and exposure to harsh
elements like extreme heat, snow or rain (60%). In addition, participants described experiences of
excessive exercise (58%), food/nutritional deprivation (43%), sleep deprivation (41%), and physical
punishment (31%). When asked whether they were ever emotionally, physically or sexually abused by
staff, a number of individuals reported that is was often or sometimes true (45%). It should be noted
that although each of these practices violates current U.S. standards regarding the treatment of adults




who are prisoners of war and detainees, they are occurring in youth residential facilities across the
country, without oversight or accountability.

Here is one description that typifies the experiences reported by participants: “We would be
forced to do pushups until some boys got hernias. We would be put into an 'iso’ box exposed to
extreme heat. We would be deprived of meals as a punishment. They used stress positions. They beat
people with sticks and their fists and feet. They made kids carry trash and building supplies up and
down the hill above the program. They made kids move piles of rocks for no reason. They would
keep you up as a way to 'break’ you.”

The Distress and Suffering

Youth were clearly distressed and suffering. When participants were asked to rate how much
they experienced a variety of feelings while attending the program (where responses included “not at
all,” “a little bit,” “some,” “a lot,” “don’t know”), the majority endorsed “a lot” of feeling sad, stressed,
angry, confused, hopeless and scared; most participants reported feeling happy, loved, hopeful and
proud only “a little bit” or “not at all.” In response to the question, “Would you recommend the
program to others?” participants’ responses included, “I still have bad dreams about it. I wake up
shaking and nervous that I am there again. It has scarred me emotionally and I don't know if I will ever
get over it.” “The program helped me realize what a sick sad world we live in.” “It was terrible. I was
and still am horrified by the whole experience.” “It was a terrible place. Mentally scarring. I would
hope NO ONE would ever have to go to a place like that. It's worse than jail.” “They abused me.
That's what they do. They abuse people.” “I don't ever want another child to be so abjectly hopeless or
so horribly abused. I don't ever want another family to be torn up when there is the possibility of being
reunited and healed.” “There are better ways to deal with a troubled teen than send them to a school
that abuses kids.”

What Can We Conclude?

Recognizing that the reports provided are retrospective, and fully acknowledging that these
accounts are not necessarily a representative sample of all youth who have attended residential
“specialty” programs, these findings nonetheless provide compelling evidence that widespread
mistreatment is occurring, and youth are suffering in programs across the country. As for the question
that parents, professionals and program operators ask, here is a direct answer from one program
participant: “Okay... I have a good idea of what you may or may not be thinking at this point. 'This
guy's just some defiant little bastard who hates the world, and sees everyone and everything
negatively!" Understandable, but whether you'll believe it or not, I'm not making this stuff up. I'm not
just some pissed off kid who wants to whine. I'm a highly intelligent, well-educated, and responsible
citizen, and as such a person, I know very well that my rights were totally and completely denied.”

A STUDY OF FOUR STATES

A study of four states was undertaken as a pilot effort for a larger, national state-by-state study
through a partnership of four organizations: A START, based at the Florida Mental Health Institute;
the American Bar Association Center for Children and the Law; the National Disability Rights
Network, and the Federation of Families for Children’s Mental Health. The two-year study will
involve 1) an in-depth review of state laws, policies and practices regarding regulation and oversight of
residential programs, 2) education of and technical assistance to state lawmakers and leaders to bring
about needed policy reform, and 3) guidance for parents about placing children in residential centers.
The preliminary findings from the pilot study are presented because, even with such a small number, it
is clear that there are problems of state policy that contribute to the problem of mistreatment of
children and their families.

While the authors acknowledge that there are several approaches to remedying the problems
that are described above, they believe the wisest course of action is to first systematically gather




information about how states handle the issue of licensure/regulation of residential treatment programs
for minors, as well as information on monitoring and quality assurance requirements. In order to begin
this process, the authors developed a brief protocol designed to elicit the desired information from state
administrators responsible for licensure of these programs and for ensuring quality of care, state child
mental health administrators, and other key stakeholders such as the protection and advocacy
administrators. The protocol was designed as a telephone interview and was expected to take between
forty-five minutes and one hour to complete.

The study was conducted in Connecticut, Missouri, Utah, and California. These states were
selected in order to achieve geographic diversity as well as diversity in size and history/experience in
regulating residential programs for minors. Respondents were from the Protection and Advocacy
agency, child welfare, education, juvenile justice and mental health. The authors intended to assess: 1)
the degree to which respondents were knowledgeable of the regulations and the monitoring process
and the degree to which they agreed with each other; and 2) the extent to which there were laws,
regulations and policies in place to address this issue. As the intent was to get an overview of what
problems might exist regarding regulation, rather than to determine which states did this well or badly,
the findings are not reported by specific state.

Most respondents deferred to the individual who was in charge of licensing for the state. In
some states, representatives from other agencies did not seem to have a working knowledge of how
programs were regulated. The person with this responsibility was variously located in Child Welfare,
Social Services, or Human Services. In general, the child mental health administrators were less
familiar with the state regulations governing licensure and monitoring and didn’t see this as part of
their domain. Representatives from the Protection and Advocacy agency saw this as an important
issue, but had not become directly involved.

All four states had legislation requiring the executive branch to issue rules/regulations
regarding the operation of residential treatment facilities for minors. However, there was variance as to
which kinds of programs the regulations applied. In one state, the rules applied only to facilities in
which a governmental agency placed youngsters. In some states, there was an attempt to define levels
of residential care, with more stringent treatment standards applying to the most restrictive group
homes and community treatment facilities.

All four states reported that there are several pathways to residential placements for minors.
Placement could occur through social services/mental health (into therapeutic foster care, group
homes, community treatment facilities, or hospitalization); juvenile justice (into boot camps); through
special education; and through private placement. Respondents also stated that licensing and
monitoring of juvenile justice, mental health and special education residential programs were the
purview of their respective agencies. None of the states were able to report how many children were
placed privately by their parents; or how many children were placed out of state by local agencies or
by parents, nor was there any attempt to monitor the effectiveness of those placements.

Programs were able to opt out of the licensing requirements established for the purpose of providing
mental health treatment in facilities for minors in several ways. In some states, if the programs were
considered to be religious institutions, they were exempt. Also, in some states, if a program accepted
only private placements, it did not require licensure. In some states, if a program defined itself as a
boarding school or educational facility, it could be exempt from regulation, even though the services
provided were described as “emotionally corrective” or “therapeutic.”

Despite the plan to describe the states with anonymity, it is important to mention Utah, as a
state that has had substantial problems with questionable programs existing and being exempt from
regulation. In 2005, the state legislature amended the licensure law to ensure that all programs, except
legitimate private residential schools, be subject to state regulation and monitoring (Utah Legislation,
2005). The rule-making process has taken over a year, which is not unusual given the importance of
public review and comment. Commendably, Utah is now implementing its new, more stringent




regulations that address how programs will be included in licensure requirements and will be
monitored for compliance with those requirements. Although it is too early to understand the impact
of new regulations in Utah, this state certainly bear watching.

All four states reported that they have in place regulations establishing standards for treatment
services, educational services, and child care/supervision; however, as noted above, these requirements
do not apply to all programs in the state. The basic requirements included such elements as 1) each
child must have an individualized treatment plan; and 2) the provider must be able to meet the needs
identified in the plan. Monitoring includes assessing 1) the individualized treatment plans, 2) the
individualized educational plans, and 3) requirements to assess quality of services. In some of the
states, there were requirements related to child care and supervision but these treatment aspects were
not specified except for the higher end, more restrictive programs.

For programs to which the rules and regulations apply, all four states reported that specific
rules regarding children’s rights, parental rights, punishment, and use of seclusion and restraints are in
place. All four also stated that there are procedures in place for reporting abuse. These included
reporting abuse to a child welfare Hotline and requiring that abuse laws be posted in every facility.
Children must have access to a phone and employees of residential programs must be trained about the
different kinds of employee behaviors that are not permitted.

While all four states have established licensure requirements and standards for at least some
types of residential treatment facilities providing services to minors, their ability to monitor
compliance was of concern. Some states monitor requirements which govern such things as staff
qualifications, staffing patterns, and number of hours of psychotherapeutic service per week/per child.

In some states, following application for licensure, there is an onsite review of requirements,
interviews with staff and management. There may be unannounced licensing monitoring visits, as
frequently as quarterly. There may also be a requirement for an annual inspection, which comes with
the renewal process. Onsite visits may also be made if a complaint is made, either from staff, clients,
family, or citizens. However, respondents reported that monitoring is compromised by the number of
staff to do the job. In one state, the monitoring agency is staffed to visit a 10% random sample of
licensed facilities, and this is not as frequent as once per year. States vary in whether they provide
licensing and monitoring at no cost to the program or whether they charge to cover these services.

While the authors recognize that four states are too small a number upon which to draw
conclusions, it was apparent that there is an absence of data about how effective current laws are. Most
agency respondents deferred to the person who was in charge of licensing and didn’t see licensing or in
some cases even the monitoring of quality of care delivered as part of their responsibility. There
appeared to be an assumption that providers will obey the laws, but there were no safeguards in place
to protect children who are placed privately by their parents. Staff from the responsible state agencies
is already stretched in their ability to monitor the safety and the effectiveness of the quality of care
delivered for the children already in their custody.

BUILDING BRIDGES WITH RESIDENTIAL TREATMENT CENTERS

The concerns about state policies regarding residential treatment have been supported by a
related development. The Child, Adolescent, and Family Branch of the U.S. Center for Mental Health
Services convened a meeting in Omaha, Nebraska in June, 2006, to address the historic split between
providers of residential care for children with mental health challenges, and advocates for home and
community-based care within systems of care. The meeting brought together representatives from the
federal, state, and local level, youth and family advocates, system of care council members, tribal
representatives, providers of service, and representatives of national associations related to children’s
mental health and to residential care. Although residential programs which lack oversight were not
represented, the agreements that emerged should serve to inform parents, professionals who provide




referrals to residential treatment programs, and the operators of residential programs—good and
otherwise—of the expectations that constitute good care and treatment.

The purposes of the summit were to identify areas of agreement in values and philosophies
between the different groups, to identify emerging best practices in linking and integrating residential
services with home and community-based services, to set the stage for strengthening relationships and
services partly by developing a joint statement about the importance of creating a comprehensive and
integrated service array, and partly by creating action steps for the future.

The sponsoring organizations involved with residential care were largely representative of
well-established not-for-profit licensed residential programs rather than the unlicensed and
unregulated, for-profit programs that have been the primary concern of A START (Friedman, Pinto,
Behar et al., 2006). However, the summit was of direct relevance to the concern of A START about
protecting children in residential settings and enhancing the availability of a wide range of supports
and services for children and families.

The summit did result in the beginnings of a “Joint resolution to advance a statement of shared
core principles” which was then distributed to participants and modified over a period of several
months. This resulted in a final product, which was distributed by Gary Blau, Ph.D., Chief of the
Child, Adolescent, and Family Branch of the Center for Mental Health Services, on September 14,
2006, with a request for individual, agency, and/or organizational endorsement. This process of
securing endorsements is still ongoing.

As indicated in the Preamble to the resolution, the call is for, “a comprehensive, flexible,
family-driven and youth-guided array of culturally competent and community-based services and
supports, organized in an integrated and coordinated system of care in which families, youth,
providers, advocates, and policymakers share responsibility for decision making and accountability for
the care, treatment outcomes and well-being of children and youth with mental health needs and their
farhilies” (Joint Resolution, 2006, p. 1). The Joint Resolution acknowledges the need for 24-hour out-
of-home treatment settings but indicates that within such settings children and youth should have a
developmentally appropriate role in their care and in creating rules, and that family members should be
viewed as partners and have open access to the setting.

In the section on “Clinical Excellence and Quality Standards,” the Joint Resolution calls for
ensuring “that all treatment services are licensed and regulated by appropriate agencies, and that
monitoring is performed by well-trained individuals (including families and professionals) whose
values are consistent with the principles articulated in this resolution” (Joint Resolution, 2006, p. 5). It
also indicates in this section that programs should strive to eliminate coercive interventions such as
seclusion, restraint, and aversive practices, and that visits between families and children should not be
restricted for punitive purposes.

The document offers a set of values, principles, practices, and standards that, if implemented,
would go a long way to addressing the concerns about the protection of children with mental health
challenges, and the pattern of sending children hundreds if not thousands of miles from home to
unlicensed programs which reduce their contact with their families. The document provides important
guidelines for policy-makers and advocates who are seeking to develop a comprehensive, integrated
system, and also for policy-makers who are seeking to develop or strengthen licensing and monitoring
procedures to ensure that children are treated safely, that they and their families have an appropriate
voice in their treatment, and that the use of coercive and aversive practices is eliminated. Over the
next several years, if the values and principles of this Joint Resolution are not only endorsed but, more
importantly, put into practice they will go a long way toward ameliorating the risk that children and
families are now encountering because of unlicensed and unregulated programs that are highly
coercive and aversive in their practices.
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THE IMPORTANCE OF ACTION: NEXT STEPS

The abusive and deceitful practices described in this article are unconscionable, and cry out for
remedial action. The following actions are recommended to with questionable practices, to eliminate
programs protect against further harm to vulnerable children and families:

* Identify programs that engage in the practices described above. Monitoring the Internet is one
way of identifying them; this effort could be undertaken as a “project” of an organization
involved in the protection of youth and advocacy for them. An additional way to identify
programs is by locating children and families who have had negative experiences. Several
Internet sites, used by youth, provide for information exchange with a focus on experiences in
residential programs. The information collected should be organized to allow for systematic
review. Similarly, the analysis of data from the current, ongoing Internet-based survey of
youths’ experiences in residential programs (Pinto, 2006) should continue to include a focus on
identifying programs that do not meet quality standards for care.

* Identify states that do not license or regulate the operation of residential programs for youth or
that otherwise tolerate the existence of programs with questionable practices. The proposed
national, state-by-state study described above should provide good information to help states
address needed policy changes. Individual state legislators, state legislative committees, and
ultimately each affected state’s legislature must be aware of how their laws and policies govern
the existence of these programs, and take necessary actions regarding licensure, regulation and

. monitoring to assure appropriate care and safety for the youth they purport to serve.

* Advocate with the National Conference of State Legislatures to address these practices
nationally and offer guidance to the states to strengthen oversight of residential programs.

* Work with Congress to address the existence of these programs, including those that operate -
outside the country, and determine whether federal action is appropriate to assure that
vulnerable children are not harmed and that parents are not paying exorbitant prices for
programs that are ineffective at best.

* Promote the 2006 “Recommendation from the ABA Youth at Risk Initiative Planning
Conference” with all legislative bodies to “[p]rohibit operation of unlicensed, unregulated
residential treatment facilities that operate programs whose efficacy has not been proven
empirically, such as boot camps, tough love, and ‘scared straight> programs, and require the
closing of such facilities. The law should provide for such facilities to be replaced with: better
access to preventative services, with a focus on family involvement and community-based
resources, wherever possible; and carefully regulated and monitored ‘residential treatment
facilities that are reserved for youth whose dangerous behavior cannot be controlled except in

- asecure setting.”

* Urge vigilance by juvenile probation officers and other court officials, including lawyers and
judges, as well as mental health, education, substance abuse and other professionals who
encounter troubled young people, in identifying youth who are at risk of being placed in one of
these “treatment” facilities; encourage them to engage the youth and parents in a discussion
regarding better options; impress upon on them the necessity of parental involvement in the
youth’s treatment; and identify them the safety risks and the costs associated with programs
that promise a quick fix or an “unorthodox fix.”.

* Create a coalition of national advocacy and legal organizations, mental health organizations,
and professional organizations that promote the well-being of children to demand state and
national action regarding the degrading and demeaning practices to which children in these
unregulated programs are subjected.

* Inform civil rights and tort attorneys of the practices in which these programs engage and
encourage them to take legal action against them.




* Also inform attorneys who represent youth in juvenile court proceedings of the risks these
programs pose to their young clients and of more appropriate, evidence-based alternatives.
Ensure that attorneys have ready access to the National Council of Juvenile and Family Court
Judges’ “Delinquency Guidelines.”

* Ensure that schools are cognizant of the risks that face youth who are placed in these programs
and that they disseminate information to parents about child and adolescent behavior and the
best available treatment programs for youth whose behaviors require intervention. School
psychologists, social workers and counselors must likewise be well-informed about
alternatives, ideally evidence-based programs.

* Disseminate widely best practices that address diagnostic and treatment issues and placement
issues with the collaboration of state mental health, child welfare, education, and juvenile
justice agencies and by the U.S. Departments of Health and Human Services and Justice to
those involved in the care, treatment and education of youth. This information should also be
disseminated by parent organizations and other sources of information for parents.
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